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using 4-0 polypropylene (Figure 1). Subsequently, the anterior por-
tion is sutured, and the anastomosis is completed without any diffi-
culty. No additional precautions are taken to provide ventilation
during the procedure. Apnea after complete saturation generally
facilitates completion of the anastomosis.
We have performed end-to-side bronchial anastomoses in a few
cases in which the continuous technique was used only for the
posterior part of the anastomosis. In the reported case, end-to-side
anastomosis was performed using the continuous technique for
the entire circumference, and it resulted in a satisfactory outcome.
This suggests that continuous suturing seems to be an adequate tech-
nique even for end-to-side bronchial anastomoses.
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Figure 2. Six months after Barclay's procedure using the continu-
ous suture technique. (Siemens LSO HI-REZ Biograph 16; Siemens
Medical Systems, Munich, Germany).
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enal infarction related to lung resection is rarely re-
ported. We first encountered a case of renal thromboem-
bolism midterm after lung resection. Creating a stump of
pulmonary vein after major lung resection is among the
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doi:10.1016/j.jtcvs.2007.11.035The Journal of Thorfew ways in which surgeons can generate a thrombus in the arterial
system, which may lead to organ infarction. Infarction after lung
resection, however, has rarely been reported. We present a case of
renal infarction after lung resection.
Clinical Summary
A 76-year-old man underwent resection of the left upper lobe for
lung cancer. Thirteen months after the operation, he sought treat-
ment with severe right flank pain. A computed tomographic scan
of the chest and abdomen, and of the pelvis with intravenous injec-
tion of contrast medium, revealed a large, wedge-shaped infarction
of the left kidney (Figure 1). We detected a ball thrombus floating in
the stump of the left superior pulmonary vein (LSPV), which we had
left at the operation 13 months before. We consider this infarction of
the kidney to be caused by thromboembolism.
We admitted the patient and started anticoagulation therapy with
heparin (20,000 units/d intravenously) and warfarin sodium (3 mg/
d). Twelve days after the anticoagulation therapy had been started,acic and Cardiovascular Surgery c Volume 135, Number 3 709
Brief CommunicationsFigure 1. Computed tomographic scans
of chest and abdomen. A, Round defect
of contrast media in left superior pulmo-
nary vein (arrow). B, Eleven months
later, thrombus had disappeared. C,
Large wedge-shaped defect in left kid-
ney. D, One month after renal infarction,
atrophy of left kidney was seen.the thrombus in the LSPV seemed to be smaller on transesophageal
echocardiography than it had been on the day of admission. We
stopped the heparin treatment, and with 2.5 mg warfarin per day
kept the prothrombin international normalized ratio at about 2.0.
Seventeen days after admission, the patient was discharged. In
continuing follow-up, no new infarction has been observed.
Discussion
Abdominal organ infarction after lung surgery is rare, but it may
cause serious diseases, such as renal failure, intestinal ischemia, or
splenic infarction. We often ligate the stumps twice to avoid bleed-
ing. Surgeons are not usually concerned with the size of the stumps,
however, and without such concern, a thrombus may form in the
stump (a blind-ended vessel) and ultimately embolize one or more
organs.
There have been three case reports of abdominal organ infarction
after lung surgery1,2 and one report of lower extremity thrombo-
Figure 2. Computed tomographic scan of chest from another pa-
tient who had thrombus in left superior pulmonary vein (arrow).710 The Journal of Thoracic and Cardiovascular Surgery c Marembolism.3 In the reports of abdominal infarction, the causes of
infarction were not specified. In the case of lower extremity throm-
boembolism, thrombus was observed in the left atrium extending
from the stump of the LSPV. All cases occurred after left upper
lobectomy.
After this case, we examined patients who underwent lung sur-
gery in our hospital. Through a series of 265 major lung resections
in our hospital, 31 patients underwent contrast computed tomogra-
phy for other reasons after the lung surgery. We carefully examined
these computed tomographic scans and found another patient with
a thrombus in the stump of the LSPV (Figure 2). We found two pa-
tients altogether, but one had dilated cardiomyopathy. His cardiac
function was greatly reduced. For this reason, we excluded that
patient.
The LSPV tends to be left longer than other pulmonary veins for
anatomic reasons. This may have been the cause of thrombosis in
both our cases, as both thrombi were in the LSPV.
We warn that although the occurrence is very low, thrombus
may be formed in the LSPV, and some organs may be infarcted.
It is therefore necessary to ligate the pulmonary vein as short as
possible.
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